Objective. To assess the perception of women who gave birth in a hospital on health system responsiveness and their satisfaction.
Introduction
Maternal death is a public health problem worldwide. Most maternal deaths occur during labour and immediate post partum periods, because of haemorrhage, preeclampsia/ eclampsia, sepsis, obstructed labour and the consequences of unsafe abortions [1] . Delivery by skilled birth attendants and emergency obstetric care are cost-effective interventions to achieve the Millennium Development Goal (MDG) 5 [2] . Although estimated maternal deaths worldwide have been reduced substantially from 526 300 in 1980 to 342 900 in 2008, the achievement of this MDG has not been reached especially in most developing countries [3] .
Globally, women's perception of the quality of care they have received from the formal health-care sector is one of the barriers for women receiving services [4, 5] . In addition, the subjective perception of health needs showed an association with health-care utilization and satisfaction [6] . The quality of health care involves not only clinical care aspects, but also non-clinical aspects, well known as health system responsiveness, including dignity, prompt attention, autonomy, confidentiality, choice of provider, clear communication, social support and basic amenities [7] .
The concept of health system responsiveness has been developed and expressed in the World Health Report 2000 [8, 9] . The results of previous studies on health system responsiveness have been published since 2007, but the responsiveness of health services in general and of mental health care have been measured instead of pregnant respondents who had undergone obstetric delivery care [10 -13] . Therefore, there is a knowledge gap about pregnant women's perspectives on the responsiveness which they received during their delivery care. The objectives of this study were to assess the perception of women who gave birth in a hospital on health system responsiveness and their satisfaction with delivery care services.
Methods Study settings and samples
A cross-sectional study was conducted in the Songkhla province in the lower south of Thailand where various levels of public facilities for maternal health are available, namely district, provincial, regional and university hospitals. Regional and university hospitals are located in Hat Yai city, the urban commercial centre of the province and the southern region. The proportion of hospital-based deliveries in this province was high (97%) and the availability and utilization of emergency obstetric care in the hospital achieves the minimum levels recommended by the United Nation's process indicators [14] . Four of eight district hospitals which had on average at least 50 women who delivered per month were randomly selected, namely Thepa, Sadao, Ranod and Rattaphum hospitals. A regional hospital and university hospital were also included.
All women who delivered at the participating hospitals from November 2007 to December 2008 were included. Exclusion criteria were women who were unwilling to participate, non-Thai citizens, those with severe complicated conditions who could not fill in the questionnaire and those who died during labour or delivery. 
Preparatory phase
The research assistants, who were not employed by and acted independently of the hospitals and local health providers, were trained for the interviews. Two or three nurses at the post partum ward of each hospital were invited to facilitate the interview in the hospital. To achieve the same standard in the interviews and data collection management, two 1-day workshops were conducted separately: one for training the interviewers (research assistants and local health personnel) and the other for nurses who helped facilitate the interviews at the hospitals. The contents of each workshop included the introduction of the proposal, objectives of the interview, details of the questionnaire and techniques for the interview and all data collection processes.
Data collection phase
All women who gave birth and admitted to the post partum ward were provided with unwritten, neutral information from the nurses that the hospital would like to know frankly about the service of delivery care. The external interviewers would approach them at 24 or 48 h post partum and the hospital staff neither saw nor heard their responses. The invited women signed the informed consent form and were interviewed by the trained interviewers using a structured questionnaire. The respondents were interviewed in a private area where the interview was conducted confidentially. Once the interview was over, the interviewers placed all the documents in a sealed envelope, signed across the flap by the interviewee, then placed it in a locked filing cabinet at the hospital.
Variables
Health system responsiveness includes eight components: dignity (women being treated with dignity), prompt attention (being attended to promptly), autonomy (having autonomy in making decision), confidentiality (having personal information kept confidential), choice of provider (having a choice of health-care provider), clear communication (having the health-care provider communicate in a way which can be understood), social support (having access to social support during care) and basic amenities (having amenities in the health-care environment) [7] . Items of each component were rated on a five-rating scale from 1 (the least) to 5 (the most). The reliability of the items in each component of health system responsiveness was calculated for internal consistency using Cronbach's alpha before the analysis. The scores of each component were summed and averaged as the performance of health responsiveness, then grouped into low (score of 3) and high (score of .3) performance. The influence of health system responsiveness to respondent's decision to deliver in the hospital was also ranked from the most to the least important without repetitive ranking. The ranking was scored and also summed and then averaged as the importance of health responsiveness. Higher scores indicated a greater importance or influence on their decision. Independent women's variables were demographic and socio-economic characteristics (age, occupation, religion, education and monthly family income), parity and type of payment [universal coverage scheme (UCS), social security scheme (SSS) and civil servant medical benefit scheme (CSMBS) or out-of-pocket]. Current public health insurance schemes in Thailand are the CSMBS for government employees and state enterprise employees, the SSS for private sector employees and the UCS for rest of the population [15] . The level of women's satisfaction of delivery care was measured with scores of 1 (the least) to 5 (the most) then grouped as a binary measure from '1 to 3' denoted as 'not satisfied' and from '4 to 5' denoted as 'satisfied'.
Data analysis
Data were entered into EpiData software version 3.1. The R Software was used for the analysis (the R Foundation for Statistical Computing 2009, Austria).
The perception of each component and overall health system responsiveness and satisfaction with delivery care among women were analysed descriptively. The association between health responsiveness and age, occupation, religion, education, monthly family income, parity and types of payments and hospitals and the prediction of women's satisfaction by health responsiveness was estimated by multiple logistic regression.
The sample size of women who delivered in each level of hospitals was calculated according to the estimated proportion of high performance of health system responsiveness of 70% and precision of 3%. A minimum of 897 women in district, regional and university levels needed to be interviewed.
Results
Of the 2897 delivered women invited to participate in the study, 2822 women (97.4%) were interviewed including 915, 930 and 977 women who delivered in regional, university and four district hospitals, respectively. Seventy-five women were not interviewed due to refusal (n ¼ 15), being non-Thai citizens (n ¼ 53) and having severe complicated conditions (n ¼ 7). Characteristics of all respondents are shown in Table 1 . Three-fourths of women aged between 20 and 34 years and two-thirds of the total are Buddhist. The women's occupations varied and half of them graduated from the secondary school. More than half had monthly family income of .330 USD and had previous experience of giving birth. Approximately 20% paid for the delivery care with their own money and the rest were covered by health insurance. Three-fourths of the women were satisfied with their care. Figure 1 depicts the relationship between importance and performance of health responsiveness rated by all respondents. Prompt attention, dignity, clear communication, autonomy, basic amenities, confidentiality, choice of provider and social support were respectively ranked as the prioritized components of health responsiveness in influencing their decision to deliver in the hospital. The mean performance of each component of health responsiveness was not much different, but the lowest was detected in the choice of healthcare providers. The percentage of high ratings for health responsiveness by parity is presented in Fig. 2 . There was a significantly different rating performance by parity on confidentiality (P ¼ 0.004), prompt attention (P ¼ 0.04), social support (P ¼ 0.02) and choice of provider (P ¼ 0.001). The majority of women (.80%) gave high ratings for dignity, clear communication, prompt attention and autonomy. Table 2 shows the final model of multiple logistic regression for factors associated with each component of health responsiveness. The type of hospital was a significant factor in all components of health responsiveness. Compared with women insured with UCS, women with SSS and CSMBS gave higher ratings for dignity, confidentiality and choice of provider, but they significantly reduced their rating for prompt attention. The effect of health responsiveness on women's satisfaction is demonstrated in Table 3 . The high ratings of all health responsiveness components, except choice of health providers, significantly affected women's satisfaction with their delivery care after adjusting for age, occupation, religion, education, monthly family income, parity and types of payments and hospitals.
Discussion
Prompt attention, dignity and clear communication were rated to be the three most important components of health system responsiveness in the order and given a high rate of performance. Religion, parity, types of payments and hospitals were significantly associated with the perception of health system responsiveness. All components of responsiveness affected patient satisfaction, except choice of provider.
Although the rate of institutional births is high (99%) in our study, health system responsiveness for non-clinical quality of care needs to be assured [7] . In Bolivia, poor perception on the quality of care was one of main reasons for low rates of institutional births in a population-based study [16] .
Two methods to measure health system responsiveness are self-rating experience and vignette. Vignette is a set of hypothetical situations or scenarios provided to the respondents to reveal their perceptions and values. It has been claimed that the reporting heterogeneity across populations or population sub-groups can be controlled [17] . However, there has no evidence to support the use of the vignette approach to adjust self-reported data for systematic differences in reporting behaviour [18] . As a result, we used a five-point selfrating scale to measure the women's perception of health system responsiveness [19] .
Performance is a measurement of people's experiences with health services and importance is a measurement of people's view on the relative importance of each component of responsiveness [9, 20] . In our study, the health system responsiveness of participating hospitals for delivery care met the women's expectation since women gave high ratings for prompt attention, dignity and clear communication, which were also ranked to be the most prioritized components. There was a variation in the rating of performance and importance of health system responsiveness [10 -13] . A population survey of health responsiveness in 41 countries found that the most important components of responsiveness were prompt attention, dignity, communication, choice, confidentiality, autonomy, amenities and social support [12] . In South Africa, freedom of choice of health-care provider was rated as the lowest importance similar to finding in our study and rates of high responsiveness were recorded for dignity, confidentiality, amenities, support, communication, waiting time and autonomy [13] . In contrast, the studies on mental health care in Germany showed that communication, autonomy, prompt attention, confidentiality, dignity, social support, amenities, choice of provider and continuity were important domains, respectively [10, 11] . As a result, the prioritized components of health system responsiveness were ranked variously among different target groups and health-care services.
We found that age, occupation, religion, education, income, parity, types of payments and hospitals were significantly associated with health system responsiveness. However, no difference in responsiveness by age, income or working status was identified in previous studies [10, 11] . There was a wide variation in associated factors to each component of health responsiveness. A higher rate of choice of provider among women aged 20 years or more might be explained by the older women having a better understanding of the Thai health system whereby unless requested, a woman, in general, will be assigned the health provider in charge at the time of delivery care in the hospital. The association between type of hospitals and all components of health responsiveness may be . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . The symbols of A, B and C were used for the different types of hospitals as a principle of anonymity. *P , 0.05; † P , 0.01; ‡ P , 0.001.
Responsiveness for delivery care † Quality of Care, Low-income Countries explained by the perception of trust in specific health systems, case overload and no confidence in the new reform of universal coverage schemes when compared with social security and civil servant medical benefits schemes. The World Health Survey for 2003 showed that all components of health system responsiveness, except confidentiality, were positively and significantly related to satisfaction in 21 European Union countries [21] . In our study, it was reassuring that all components of responsiveness were important, because they were associated with patient satisfaction, except choice of provider. The possible explanation of no significant association between satisfaction and choice of provider and its low rating is as stated above. That is, a specific health provider is not usually assigned for a pregnant woman, unless they strongly request for one and the health provider agrees. Apart from health system responsiveness, health insurance, English-speaking ability, trust in medical care, experiences of being treated with respect and the perception of poor health increased the clients' satisfaction with health-care services [6] . Long waiting times, staff attitudes, non-availability of prescribed medication and a shortage of staff were identified as the major reasons for dissatisfaction with public health sector services [22] . Responsiveness evaluates the health system as a whole focussing on the nonhealth enhancing aspects of the health system which is different from patient satisfaction [23] .
There were some limitations in this study. First, the perception of health responsiveness was measured only among women who delivered at hospitals, not at home; thus, we could not directly test the effect of responsiveness as a factor of delivery care utilization. Secondly, we did not ask women directly whether they decided to deliver at a hospital due to high health system responsiveness. Lastly, interviews conducted in a hospital might produce the Hawthorne effect in the women's responses. However, external persons were trained to be interviewers and nurses on the post partum wards expressed the interviewer's independence, thus its effect might have been decreased. This study is a first report on health system responsiveness for delivery care in various settings of health services. High performance of health system responsiveness of hospitals was revealed in the Songkhla province, southern Thailand where the rate of hospital-based delivery was high. Women who perceived high health system responsiveness were more likely to be satisfactory in delivery care. Health system responsiveness is a crucial area of study, especially in the areas where institutional delivery is low, when assessing clinical quality of care.
